Background and Objectives: Limited research exists on the association between chronic obstructive pulmonary disease (COPD) and morbidity and mortality after laparoscopic hysterectomy. The objective of this study is to examine the following: 1) which demographics and comorbidities are most likely to present concurrently in patients with COPD? 2) Are patients with COPD undergoing laparoscopic hysterectomy at increased risk for development of postoperative complications within 30 days?
INTRODUCTION
Hysterectomy is the second most common surgery women undergo. 1 Annually, 600,000 hysterectomies are performed in the United States and account for $5 billion USD in national health care spending. 1, 2 Few data exist regarding preoperative risk factors and its association with postoperative outcomes.
In a 2002 meta-analysis of over 1.5 million patients who underwent gynecologic laparoscopic operations, the rate of complications ranged from 0.2% to 10.3%. 3 A 2007 study by O'Hanlan et al 4 found a 9.8% complication rate in 830 cases of total laparoscopic hysterectomy (TLH). The complications included fever, hemorrhage, infection, wound dehiscence, voiding dysfunction, urological injuries, intestinal issues, deep venous thrombosis, anesthesia-related events, and conversion to laparotomy. 3, 4 Minimally invasive methods including vaginal hysterectomies and laparoscopic techniques have been associated with decreased blood loss, shorter hospital stay, and decreased infections when compared to abdominal hysterectomies. [5] [6] [7] Despite the evidence in favor of minimally invasive hysterectomy, abdominal hysterectomies account for 45%-50% of hysterectomies. [8] [9] [10] Minimally invasive hysterectomy has been on the rise in recent years with some limitations of implementation being cost, surgeon training, hospital technology, clinical factors, and patient preference. 2, 11 Chronic obstructive pulmonary disease (COPD) is the third leading cause of disability and mortality, affecting approximately 600 million worldwide. 12 In the United States, prev-alence of COPD is around 7.6% in women. 13 The prevalence and mortality rate of COPD in women have doubled during the past 30 years in industrialized countries, which is in contrast to the plateau in COPD-related mortality for men. 13 Women may be more susceptible to the negative effects of tobacco smoke. 14, 15 By the age of 60, an estimated 33% of women will have a hysterectomy and the increasing prevalence of COPD reinforces the need for data on their relationship. 13, 16 This study aims to examine the following questions: 1) what demographics and comorbidities are most likely to present concurrently in patients with COPD? 2) Are patients with COPD undergoing laparoscopic hysterectomy at increased risk for development of postoperative complications within 30 days?
METHODS
The American College of Surgeons National Surgery Quality Improvement Program is a national database comprised of data from 600 hospitals with the goal of optimizing quality of surgical care. This paper used American Medical Association Current Procedural Terminology (CPT) codes to identify patients in the database who underwent TLH (58570, 58571, 58572, 58573), laparoscopically assisted vaginal hysterectomy (58550, 58552, 58553, 58554), and laparoscopic supracervical hysterectomy (58541, 58542, 58543, 58544). Once patients were identified through CPT codes, information regarding their demographics (including patient race and age), medical comorbidities, preoperative factors, and postoperative complications within 30 days of hysterectomy were collected.
Comorbidity data collected included current use of antihypertensive medication, renal failure, need for dialysis, steroid use, recent unexplained weight loss, bleeding disorders, preoperative transfusion, malignancy as indication for hysterectomy, and uterine size Ͼ 250 g. Preoperative factors associated with increased risk of postoperative complications, including smoking status, diabetes mellitus status, body mass index, dyspnea status, American Society of Anesthesiologists (ASA) class, type of anesthesia used, and preoperative functional status, were also recorded.
The 30-day postoperative complications included in this analysis were surgical-site wound infection, deep wound infection, organ or space infections, wound dehiscence, pneumonia, reintubation, pulmonary embolism, failure to wean off ventilator within 48 hours of hysterectomy, renal failure, renal insufficiency, urinary tract infection, stroke, cardiac arrest, myocardial infarction, deep vein thrombosis, sepsis, septic shock, and all-cause death. Thirty-day postoperative outcomes, including extended length of stay (hospital stay Ͼ 2 d) and unplanned return to operating room (OR), were also analyzed.
Univariate analysis was performed using 2 test, Fisher's exact test, and one-way analysis of variance (ANOVA). Age and body mass index were analyzed by 2 test, Fisher's exact test, and one-way ANOVA; however, for multivariate analysis, if both the categorical analysis and one-way ANOVA tests resulted in statistical significance, the continuous variable was used instead of the categorical variable. To determine independent risk factors for returning to the OR and extended length of stay (Ͼ2 d), risk factors with P Ͻ .2 in univariate analysis were included in multivariate analysis. In addition to including the risk factors identified through univariate analysis, COPD was considered a risk factor in multivariate analysis. Multivariate regression analysis was performed using binary logistic regression for return to the OR, extended length of stay (Ͼ 2 days) (LOS) using a forward stepwise approach; Poisson log-linear regression analysis was performed on 30-day postoperative complications using a forward stepwise approach. Results of multivariate analyses were reported as odds ratios with 95% confidence intervals. Those with a P Ͻ .05 were considered statistically significant. Statistical analysis was conducted using Statistical Package for the Social Sciences (SPSS Version 22, Armonk, NY, USA).
RESULTS

Demographics
A total of 100,518 patients underwent laparoscopic hysterectomy and met inclusion criteria for this study. A total of 1,130 patients had COPD (1.1%) and 99,388 did not have a diagnosis of COPD. Patients with COPD were on average more likely to be older (P Յ .001), have a higher body mass index (P Յ .001), have diabetes (P Յ .001), have a higher ASA class (P Յ .001), be a smoker, have moderate exertional dyspnea (P Յ .001), and be less functionally independent (P Յ .001) than those without a COPD diagnosis (Tables 1 and 2 ).
Comorbidities
Patients with COPD had more preoperative comorbidities than patients without COPD. Comorbidities included cardiac comorbidity (P Ͻ .001), steroid use (P Ͻ .001), Impact of Chronic Obstructive Pulmonary Disease on Laparoscopic Hysterectomy Outcome, Galvis J. N. et al.
weight loss (P ϭ .003), bleeding disorder (P Ͻ .001), gynecologic malignancy (P Ͻ .001), uterine weight Ͼ250 g (P Ͻ .001), or disseminated cancer (P ϭ .002). Renal failure, dialysis requirement, transfusion, chemotherapy, and pregnancy were not found to be significantly different between groups (Table 3) .
Complications
The patients who underwent hysterectomy with diagnosed COPD had higher rates of postoperative complications (P Ͻ .001). Patients with COPD had a higher frequency of at least one complication, 121 (14.7%), Table 4 ). The patients with COPD had higher rates of superficial surgical site infection (P ϭ .004), pneumonia (P Ͻ .001), reintubation (P Ͻ .001), renal insufficiency (P Ͻ .020), renal failure (P ϭ .004), sepsis (P ϭ .018), and all-cause death (P ϭ .015). The multivariate analysis showed that COPD is an independent risk factor for two postoperative complications ( Table 5) . Patients with COPD were 4.1 times more likely to develop pneumonia (95% CI, 2.222-7.519; P Ͻ .001), and 4.3 times more likely to need unplanned reintubation (95% CI, 2.387-9.737; P Ͻ .001).
Length of Stay/Return to the OR
Univariate analysis found 109 (13.3%) patients with COPD and 3,292 (3.3%) patients without COPD required an extended LOS (Ͼ2 days) ( Table 4 ). In addition, multivariate analysis indicates COPD is an independent risk factor for extended LOS (OR, 1.739; 95% CI, 1.414 -2.137; P Ͻ .001) ( Table 5 ). There was no significant difference in return to the OR based upon COPD status (Table 4) .
DISCUSSION
There is limited research on the impact of COPD on gynecologic surgery outcomes. Often, COPD is studied in relationship to pulmonary complications, but this study explores the implications of the disease on a wide range of outcomes following TLH. To our knowledge, this is the first study to establish a clear relationship between COPD and various postoperative complications following TLH. Pulmonary complications are among the most common postoperative complications associated with morbidity and mortality for all surgical procedures. 17 Currently, there is a 1% occurrence of pulmonary complications for all patients in TLH. 18 Our data analysis found COPD was an independent risk factor for pneumonia and unplanned reintubation. Patients with COPD were 4.6 times more likely to develop pneumonia (P Ͻ .001) and 4.5 times more likely to need reintubation (P Ͻ .001).
COPD has been shown to increase the overall complication rate in other surgical settings including general, cardiac, and thoracic. 19 Patients who underwent laparoscopic hysterectomy with diagnosed COPD had higher rates of postoperative complications (P Ͻ .001). Univariate analysis showed patients with COPD were nearly 3 times more likely to suffer from an all-cause complication than those without COPD. A 2012 study by Jennings et al 20 found COPD to be a significant risk factor for readmission within 30 days of laparoscopic hysterectomy. The group with COPD had a readmission rate of 8.5% versus a readmission rate of 3.1% in the group without COPD (P ϭ .02). 20 In our study, COPD was demonstrated to be an independent risk factor for extended LOS (P Ͻ .001). One retrospective study of pulmonary complications following gynecologic procedures found a significantly longer length of stay (1.75 days) associated with pulmonary complications. 21 The indications for hysterectomy in 80% of cases are for benign pathology but impact of disease on patients can range from minor discomfort to debilitating pain. 1 Assessing the risk and benefits for COPD patients is complicated due to variability in indication for hysterectomy and the elevated risk of postoperative complication, highlighting the importance of shared decision making between patient and gynecologist. The less invasive TLH approach to hysterectomy has been associated with decreased length of stay, morbidity, and infection over the open approach. [5] [6] [7] Patients with COPD when possible should undergo minimally invasive hysterectomy to decrease the combined risk associated with COPD and open surgery, which includes increased length of stay, morbidity, and infection. In the setting of elective operation, measures to medically optimize patients should be implemented. These measures include identifications of COPD by thorough history taking, and referral to pulmonologist for patient with extensive risk factors or suspicious signs and symptoms. Pulmonary specialists use the 2017 The Global Initiative for Chronic Obstructive Lung Disease (GOLD) criteria to stratify disease severity and make treatment decisions. Measures to reduce exacerbations and worsening of disease including nonpharmacologic and pharmacologic approaches. 22, 23 Nonpharmacologic measures include patient education on smoking cessation, pulmonary rehabilitation, exercise, and immunizations, including annual influenza and pneumococcal vaccines. Pharmacologic approaches include long-and short-acting bronchodilators, long-acting muscarinic antagonists, and inhaled corticosteroids. 22, 23 Beyond the preoperative setting to the OR, the American Society of Anesthesiologists uses a physical status classification of 1 to 6 to classify patients' operative risk based on general health. A diagnosis of COPD is categorized by this system as a class 3 or 4, indicating severe systemic illness. Depending on disease control, COPD is classified as 3 for nonlife-threatening or 4 for constant threat to life. 24 Further risk-modifying measures include considering the mode of anesthesia delivery. Studies suggest the use of regional anesthesia instead of general anesthesia in COPD patients has been associated with a decrease in the incidence of pulmonary complications. 25, 26 Regional anesthesia is not generally applied for laparoscopic surgery but is feasible for vaginal hysterectomy. 27 The optimal surgical approach for the pathology should be carefully considered and must be weighed against the optimal anesthesia for that approach. Future studies comparing surgical approach for hysterectomy as well as type of anesthesia for patients with COPD with would be beneficial.
Among the limitations of this study is the retrospective design and inherent selection bias. In our study patients with COPD were more likely to have comorbidities and surgical risk factors than the group without COPD. In addition, complications rates are only measured up to 30 days following operation. Furthermore, our study did not stratify the severity or stage of COPD in patients. Lastly, the Centers for Disease Control (CDC) projects that COPD may be underdiagnosed and, therefore, undertreated. 28 Based on the findings of this study, the identification and treatment of COPD may alter the discrepant outcomes of patients with COPD. Despite these limitations, the current study identifies significant associations and has a large sample size with isolation of COPD as a risk factor for increased postoperative complications. These results have implications for patient outcomes and care. Future studies stratifying severity of COPD undergoing TLH can confirm whether optimizing management will attenuate the difference in outcomes between patients with COPD and those without. The identification of known risk factors of COPD will allow providers to predict and optimize treatment in the preoperative setting to mitigate potential postoperative complications.
CONCLUSION
We used the National Surgery Quality Improvement Program database, including data from 100,518 patients, to understand the relationship of patients with COPD who underwent laparoscopic hysterectomies compared to patients without COPD. Patients with COPD had a greater risk of developing postoperative complications including pneumonia, unplanned reintubation, renal insufficiency, and sepsis. COPD was identified as an independent risk factor for the development of pneumonia, need for reintubation, and extended length of hospital stay. Gynecologists should take into consideration the COPD status of patients when assessing preoperative risk and refer to pulmonary specialist if needed for medical optimization. When possible, patients with COPD should be offered a minimally invasive hysterectomy to reduce risk of postop- Impact of Chronic Obstructive Pulmonary Disease on Laparoscopic Hysterectomy Outcome, Galvis J. N. et al. 
